RESULTS: The recovery of incontinence was similar to the two groups at 6 and 12 months after the surgery. However, patients underwent RARP restored the continence sooner than those in the LRP group in 1 and 3 months after the surgery (P <0.001 and 0.001) ( Fig.1 ). For the multivariable analysis, the type of RP procedure was a uniquely meaningful contributing factor (P ¼ 0.001, HR ¼ 1.925; 95% CI ¼ 1.299e2.851). In the case of urinary function, the RARP groups showed a better IPSS score than LRP groups at the 1-, 3-, and 6-month visits, respectively (P ¼ 0.008, 0.026, 0.001), (Fig.2) and the RARP groups early improved compared with LRP groups at the 3-month visit in the case of erectile function (P ¼ 0.018) (Fig.3) .
INTRODUCTION AND OBJECTIVES: Radical prostatectomy is one of the standard treatments for localized prostate cancer. This procedure can significantly effect the quality of life. Nerve sparing (NS) has been proven to improve functional outcomes after radical prostatectomy. But in published literature, only 50% to 75 % of all eligible candidates get bilateral full NS during robotic-assisted radical prostatectomy (RALP). We planned to analyze factors affecting NS METHODS: We retrospectively analyzed our IRB approved database for low risk prostate cancer patients who underwent RALP. Men with NCCN low risk prostate cancer (LRPCa: PSA < 10 ng/ml, Gleason score 6 and Clinical stage T1/ T2a) without preoperative erectile dysfunction (no ED, SHIM score>21) are potentially ideal eligible candidates for full NS radical prostatectomy. Our pre-operative and intra-operative intention was to perform full nerve preservation in these patients. During surgery we noted the amount of nerve sparing performed and the level of difficulty of the nerve sparing. We also noted the reason for the challenge in sparing the nerves. We analyzed patient and tumor characteristics affecting the NS during RALP.
RESULTS: Complete data was available for 1283 men with LRPCa and no ED that underwent RALP. 1085 (84.6%) of them received full NS and remaining 198 (15.4%) received partial NS. In univariate analysis advanced age, obesity, multiple comorbidity, and prior TURP adversely affected full NS. Low PSA level, less number of positive cores and smaller prostate positively influenced full NS. Multiple prior biopsies, more than 12 cores biopsy and PSA density did not affect NS. In multivariate analysis, technical difficulty in NS, number of positive cores, palpable nodule and age significantly affected the nerve sparing.
CONCLUSIONS: Even in the ideal candidate with an experienced surgeon performing the procedure, full NS during RALP is not always possible. Various anatomic, metabolic or functional reasons can Tailormade wide excision surgery is generally offered as part of combined modality treatment with adjuvant radiotherapy. Functional outcome in this group of patients is rarely publicised and is expected to reflect the extensive nature of the disease. We prospectively assess the rate of incontinence at follow up of at least one year and compute independent pre-and perioperative predictive parameters of adverse outcome.
METHODS: A total of 178 patients with high risk CaP (44.6% were cT3a/b) underwent laparoscopic radical prostatectomy with pelvic lymphadenectomy from July 2007 to 2016 at Imperial College NHS Trust, London. Pad-use was assessed independently by a specialist nurse from the surgical team at a minimum follow up of 1 year via a telephone clinic and questionnaires. Pre-op factors assessed were: age, psa, Gleason grade, previous TURP, clinical stage, radiological stage, prostate size, family history of prostate cancer, BMI. Peri-op factors assessed were: operating time, blood loss, any nerve sparing, bladder neck sparing, presence of middle lobe, hospital stay, early complication, late complication, Clavien scale complication. Complications were prospectively assessed and graded meticulously with Clavien classification. Univariate and multivariate analysis utilising logistic regression was computed to predict a binary outcome of no versus any pad use.
RESULTS: Pad use at one year after surgery for high risk prostate cancer was 17% and artificial urethral sphincter or advance tape was inserted in 5% of men, a urethral stricture was observed in 1.2%. Only hospital stay was independently predictive of persistent urinary incontinence on multivariate analysis p¼0.018 OR 1.78 (95% CI 1.106-2.876).
CONCLUSIONS: Men who stay longer in hospital are more likely to experience incontinence. Hospital stay is a likely surrogate for early complications, more extensive surgery or bleeding. A better classification of postoperative complications after radical prostatectomy for high risk prostate cancer may allow prediction of postoperative continence.
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MP93-08 INTERPRETING PATIENT-REPORTED URINARY AND SEXUAL FUNCTION OUTCOMES ACROSS MULTIPLE VALIDATED INSTRUMENTS
Emily Vertosick, Andrew Vickers*, New York, NY; Janet Cowan, Jeanette Broering, Peter Carroll, Matthew Cooperberg, San Francisco, CA INTRODUCTION AND OBJECTIVES: For purposes of both research and clinical quality assurance, doctors must be able to report and compare their results. In prostate cancer, comparing critical patient-reported outcomes such as urinary and erectile function is complicated by the use of different questionnaires, with some centers using EPIC, others using PCI and others using separate instruments for urinary and erectile score (e.g. SHIM and IPSS). We aimed to develop a method to convert scores between these four commonly used instruments.
METHODS: Patient-reported data on urinary and sexual function were collected from 1,284 men with localized prostate cancer using
